A rare complication of tongue laceration following posterior spinal surgery using spinal cord monitoring: A case report Sir, A 52-year-old Chinese female weighing 60 kg, previously community ambulant, presented with concurrent cervical stenosis and thoracic myelopathy. She was administered general anaesthesia, and posterior spine decompression, instrumentation and fusion from T6 to T11 was carried out in the prone position. side and absent on the right side and then secured. Oxygen saturation was maintained above 93% at all times. The infant was placed carefully in the left lateral decubitus position for right posterolateral thoracotomy. Thoracotomy was performed, and bronchotomy just distal to the carina was made and the nail delivered lengthwise through the small incision. There was minimal loss of ventilation during the bronchotomy due to the uncuffed ETT used, which was handled with intermittent manual occlusion of the defect by the surgeon till the defect was repaired. The ETT was then withdrawn into the trachea, and a leak test was performed to confirm the integrity of the bronchus. Neuromuscular block was reversed, good respiratory efforts; intact airway reflexes and normothermia was ensured and the infant was extubated. Post-operatively the infant was placed in a humidified oxygen tent, and chest tube was removed on the second post-operative day.
Although rigid bronchoscopy remains the 'gold standard' for removal of the foreign body, bronchoscopic removal may fail due to impaction,peripheral location or technical difficulty thus necessitating a thoracotomy. Isolation of the affected lung is technically difficult to achieve in infants and children. Lung isolation is required to prevent soiling of dependent lung with blood and to prevent loss of ventilation during the bronchotomy. If the affected lung is not isolated migration of the foreign body into the opposite bronchus or into the trachea may occur leading to complete loss of ventilation. [2] One lung ventilation by intentional main stem bronchus intubation was done in this case with an ETT of small size. The small sized ETT was manipulated into the left main bronchus by rotating the tube clockwise by 180° after it had entered the trachea so as to enable the bevel to face right and slide down the carina into the left main bronchus. Main stem endobronchial intubation is also facilitated by turning the head to the opposite side and elevation of the opposite shoulder. The advantage of selective endobronchial intubation by single lumen tube over the other techniques such as Arndt paediatric bronchial blocker, Univent tube and Fogarty's embolectomy catheter is that it is easy to perform and there is no need for sophisticated equipment. [3] However, it has the disadvantage of easy dislocation and inadequate ventilation in case of obstruction. It also does not allow for bilateral bronchial suctioning and recruitment of the collapsed lung. Furthermore, Indian Journal of Anaesthesia | Vol. 58 | Issue 6 | Nov-Dec 2014
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Nasal intubation was performed in the supine position using the awake fibreoptic intubation technique to avoid aggravation of the cervical cord pathology. After confirmation of endotracheal tube placement, general anaesthesia was induced using standard anaesthetic agents with standard monitoring. Patient was then turned to the prone position. Confirmation of proper positioning of head and face was done through frequent visual inspections by the anaesthesiologist.
Surgery proceeded uneventfully with the periodic use of intraoperative high-voltage motor evoked potentials (MEP) spinal cord monitoring. Duration of surgery was 5½ h, and patient was repositioned in supine position. At this time, we observed that the anterior half of the patient's tongue was dusky and congested. Further, there was a 1 cm laceration on the dorsum of the tongue and a 3 cm laceration on the undersurface. Teeth marks were also noted on the tongue [ Figure 1 ]. An otolaryngologist's opinion was sought, who performed toilet and suture of the tongue lacerations before anaesthesia reversal.
Postoperatively, the patient complained of dysarthria and tongue pain affecting feeding, necessitating liquid diet. Over the next few days, the swelling and discolouration of the tongue improved markedly. Subsequently, the sutures were removed 2 weeks later. Patient's tongue was found to be healing well, and her speech and feeding were back to normal. Two months later, the tongue lacerations had healed, and no long-term complications were noted.
Tongue lacerations associated with anaesthesia is an uncommon occurrence. Advanced age and higher Mallampati class, representing the difficult palatal anatomy, are factors that contribute to difficulty in intubation and increase the risk of upper airway injuries such as tongue and lip lacerations. [1] When a patient is placed in the prone position under general anaesthesia, as in our case, the risk of injury is aggravated. This is due to the gravity induced protrusion and compromise of venous return and subsequent oedema. [2] In our case, the most likely mechanism is a combination of the prone position causing tongue oedema, with subsequent bite injury to the oedematous tongue.
In MEP, the most likely mechanism is direct electrical stimulation of the masseter and temporalis muscles leading to contraction, especially with C3/4 stimulation. [3] Hence, whenever MEP monitoring is used, tongue lacerations can occur even if the surgery is carried out in the supine position. [4] In a review of 17,273 surgical procedures requiring MEP monitoring, Tamkus and Rice reported a slightly higher percentage of bite injuries in anterior versus posterior surgical approaches (54.1% vs. 35.8%, although this did not reach significance [P = 0.078]). [5] Tongue bite injuries occurring after MEP monitoring are distressing to both the patient and the medical team. Our patient suffered from pain, dysphagia and dysarthria. Previous studies report even more serious complications arising from bite injuries, including endotracheal tube rupture, mandibular fracture, and delayed extubation due to severe tongue swelling. [5] Hence, whenever patients undergo spinal surgery with the use of MEP monitoring, measures to prevent such injuries need to be considered. We propose the routine placement of soft bite blocks into the oral cavity whenever MEP monitoring is used, irrespective of A bite block can be easily created from rolled gauze pads secured with tape, which resembles a "cigar." One should be placed between the molars on each side, and each should be large enough to prevent contact between the teeth and the tongue [ Figure 2 ]. They should be properly secured and should also be regularly inspected to ensure they have not been displaced. Hard plastic bite blocks are not recommended as they increase the risk of tooth injury. [5] In conclusion, tongue lacerations occurring after general anaesthesia are a distressing complication for both the patient and the medical team. This complication is uncommon, but the risk is increased when the patient is placed in a prone position and use of intraoperative MEP monitoring. A simple rolled gauze "cigar" placed between the molars on each side may reduce the risk of this complication.
Klippel Trenaunay syndrome and the anaesthesiologist
Sir,
We read with interest the article ' Anaesthetic management of a neonate with Kasabach-Merritt syndrome.' [1] We would like to highlight a syndrome with known association to Kasabach-Merritt syndrome (KMS), namely Klippel Trenaunay Weber syndrome. Many anaesthetic concerns are common to both syndromes [ Figure 1 ].
A 13-year-old boy with Klippel Trenaunay syndrome (KTS) was scheduled for left hip disarticulation in our hospital. Due to lymphohaemangiomatous malformation extending to the pelvis, his left lower limb had assumed gigantic proportions rendering him bedbound. Airway and systemic examinations were normal. Cardiology examination with echocardiogram ruled out high output cardiac failure. Blood investigations including coagulation profile were normal. After obtaining high-risk informed consent and ensuring availability of blood and blood products, he was taken up for surgery. His weight was 25 kg and pre-operative haemoglobin was 11.9 g/dl.
After preoxygenation, fentanyl 30 µg, propofol 75 mg, atracurium 12.5 mg was administered and endotracheal intubation performed with 6.5 mm cuffed endotracheal tube. Monitoring was established with standard monitors and intra-arterial line, subclavian central line for blood gas and central venous pressure. Anaesthesia was maintained with oxygen, nitrous oxide and 2% sevoflurane; 3 mg of morphine and 0.5 g of paracetamol infusion. Tranexamic acid 500 mg was administered as intravenous infusion in normal saline.
During the 3 hour surgery, 3000 ml blood loss occurred (145% of the child's blood volume). Intra-operatively, he was transfused 5 units of packed red blood cells (PRBCs), 4 units of fresh frozen plasma, 2 platelet concentrates and was administered 10 ml calcium gluconate. Intra-operative hypotension responded to volume replacement and low-dose dopamine infusion. Intra-operative arterial blood gas and urine output were normal. At the end of surgery, he was electively ventilated in the intensive care unit with morphine infusion for post-operative
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